INTRODUCTION
Precise and systematic pain assessment is essential for correct diagnosis and determination of the most efficacious treatment plan for patients presenting with pain. This requires a valid and reliable tool to estimate the pain. Unlike other vital signs, pain is subjective on the part of both the patient and the healthcare professional. 1 It is unacceptable for patients to experience unmanaged pain or for doctors/nurses have inadequate knowledge about pain and a poor understanding of their professional accountability in this aspect of care. 2 In most of the Country pain is now considered the fifth vital sign. Pain rating scales have an essential place in clinical practice. Evidence suggests that pain rating scales are used as a way for patients to communicate their experience of pain and their response to treatment. take care for their new-borns within a few hours following the operation and this may affect the perceptions of pain and wellbeing. 4 This study has been carried out to investigate the pain scoring systems in first time operated post lower segment caesarean section case to find sensitivity correlation in pain measuring scales such as VAS and WBFPS.
METHODS
This study was conducted in the department of obstetrics and gynecology of upper India sugar exchange maternity hospital, GSVM Medical College, Kanpur, from February 2014 to August 2015 on 100 numbers of Post LSCS women with primary caesarean section done under spinal anesthesia.
All these selected women were studied in details with regard to clinical history, general examination, and local examination for 72 hours in the postoperative period. Once patients consented, they were asked to rate their pain intensity by using two different pain scales, the VAS and Wong Baker facial pain scale. Patients were given a visual analog scale, a 10 cm line with anchor points of "no pain" and "worst imaginable pain", and asked to rate their pain intensity at the time of questioning by marking a line perpendicular to the VAS. The patient was also given WBFPS and we observe the patient's expression and given marks for her pain scoring. The order of the presentation of the VAS and WBFPS was randomized. As approximately equal no of patients asked by VAS and WBFPS within one minute interval. According to Bijur, the level of pain intensity is assumed not to change during a one-minute interval. 5 Patient demographics such as age, gender, location and cause of pain were collected from the patient.
The goal of the proposed study was to focus on the limitations of that study by including lower levels of pain as well has high levels of pain. For the primary purpose of the study the independent variables include the visual analog scale and Wong Baker facial pain scale. The variables were operationalized by the personal experience of pain as reported by the participant and other variables measured by us.
Reliability was ensured as we used the same script to verbally obtain the patients' WBFPS and VAS score the same way every time. The same ruler was used to measure every participant.
All data were entered into Microsoft Excel and exported into SPSS for statistical analysis. To compare the correlation between the VAS and WBFPS, to analyze the VAS and WBFPS an independent samples t-test was utilized.
RESULTS
Using student t-test for testing the significant difference among different pain scales by measuring different parameters, we found relatively significant relationship between different groups at different level of significance. There is no significant relationship in between VAS and WBFPS (t = 1. 63, p-value >0.05) when taking blood pressure as a variable parameter (Table 1) . VAS also shows the highly significant relation with pulse rate as compared to WBFPS (t = 4. 34, pvalue<0.001) ( Table 2 ). VAS and WBFPS shows nonsignificant role when respiratory rate was variable (t = 0. 24 p-value>0.05 (Table 3) . VAS is more reliable than WBFPS for measuring pain intensity (t-2.54, pvalue<0.05) ( Table 4 ). There is non-significant relationship which shows that no effect of BP variation seen in different groups (scales). (Figure 1 ). There is a minimum requirement of rescue doses in VAS as compared to WBFPS (Figure 2 ).
DISCUSSION
One hundred were approached and data were collected. Out of the 100 patients that consented, 50 were asked the VAS first and 50 patient asked for Wong Baker facial pain scale. 50% primigravida and 50% multi gravida patients were selected to equalize distribution for better comparison. Maximum numbers of patients (47.89%) are lying between the age group of 21 to 30 years and belong to low socioeconomic condition (46.66%) having the only primary level of education. In this study, parametric statistical tests were used to compare the mean of the VAS and the WBFPS and found the mean are correlative which is in line with the finding of Jaywant SS and Pai AV. 6 In our study, we found nonsignificant relationship of blood pressure variation on different pain scale. Pulse rate variation is highly significant with WBFPS (t-4.34, p<0.001). As far as sensitivity is concerned, we found both scales sensitive, but VAS is the most sensitive and preferred scale among the study population over WBFPS. However, in the study of Mohammed et al. 7 WBFPS was found most simple and preferred pain rating scale among the patients of osteoarthritis of north Telangana tribal district tertiary care center in Andhra Pradesh Region.
By measuring pain intensity in post-caesarean case use of rescue analgesic and regular analgesic approximately equally required in the VAS group as compared to WBFPS to keep the patient pain free.
This study shows that there is a correlation between the VAS and WBFPS when assessing pain in post-caesarean cases as previous ones. Although, the VAS is interval level data and WBFPS is qualitative data comparing the mean of these groups prove a correlation between the scales. 
